There are more than 100 PCCMCs across the province, and this is expected to increase over time.
There is much anecdotal evidence from previous evaluations of this care model that the early identification and intervention that the PCCMCs offer contribute to more efficient use of existing specialist resources. 1, [3] [4] [5] PCCMCs have consistently demonstrated referral rates to specialists of approximately 10%, 1, 4, 5 compared with typical referral rates of up to 82% from family physicians for persons with memory concerns, 6 which is of concern given the critical shortage of geriatricians in Canada. 7 Nevertheless, there has been limited empirical evidence demonstrating effect on system efficiency in the use of specialists, primarily because of difficulties accessing valid system-level data. The purpose of this current study was to examine the effect of the PCCMCs on referrals to and wait-time for specialist consultation.
In the Wellington-Dufferin-Guelph region of southern Ontario (population base of 265,240), 8 PCCMCs were established in 2 large, rural primary care settings, (Clinics A and B, located in Family Health Teams), serving 41 medical practices with a combined patient base of 65,000. In this region, geriatrician consultation is accessed through the Canadian Mental Health Association-Waterloo Wellington (CMHA-WW) Specialized Geriatric Services (SGS). The CMHA-WW generated data from their information system on the number of referrals to SGS for memory concerns from the practice settings of both these clinics in the years before and after launch and median wait-time (days), defined as the difference between the date of referral and date of first assessment, for all referrals to SGS and from each clinic practice setting, regardless of reason. These data were provided for each year from 2008 to 2014; data were not provided beyond these years because, in 2015, a number of new initiatives (e.g., nurse-led assessment programs) were implemented that also affected referral rates for specialist consultation. 
RESULTS

Referrals to SGS for memory concerns from Clinic
DISCUSSION
These results provide some preliminary evidence suggesting that memory clinics help reduce reliance on referrals to specialists for memory concerns and shorten overall wait-times for specialist consultation. These are the first data demonstrating direct system effect on efficiency of use of limited geriatrician resources, particularly in rural communities where access to geriatricians is limited. By managing the majority of memory concerns in primary care, consistent with chronic disease management models, 9 specialist resources are reserved for more complex cases and those who most urgently need it. There are several limitations to the interpretation of these data. A direct, causal relationship between the PCCMCs and SGS referrals cannot be presumed; there may be other factors contributing to the reduction in referrals to SGS that are unknown. These data are from a relatively small region of the province and may not reflect referral and wait-time patterns across the province. Despite these limitations, these data provide some evidence of the effect of the memory clinics on health system use. Further research is needed to study the effects of PCCMCs on the system of care for older adults.
LIVING WITH A SPOUSE OR OTHERS: BENEFICIAL OR HARMFUL IN THE PRESENCE OF DEPRESSIVE SYMPTOMS?
To the Editor: We read with great interest the study by Nakamura and colleagues that examined the relationship between depressive symptoms and activity of daily living (ADL) dependence in older people in a population-based longitudinal study with 7 years of follow-up. 1 We congratulate them for sterling work showing the effect of depressive symptoms on 29% future risk of decline in ADL, compared to those without depression (adjusted risk ratio 5 1.29, 95% confidence interval 5 1.04-1.61). They also showed that individuals with depressive symptoms who lived with others or were married had triple the risk of being institutionalized as those living alone. These findings highlight a few points with implications for research and clinical practice.
First, Nakamura and colleagues extend previous studies demonstrating the additive effect of depressive symptoms on social and work-related impairments and functional decline in older people. 2, 3 Untreated depressive symptoms are often associated with poor quality of life, poor adherence to rehabilitation, social isolation, greater healthcare use, and poor physical functioning (which may be a surrogate for dependence on a spouse or caregiver). Untreated depressive symptoms are also precursors of major depression, 4 lead to nursing home admission, 5 and are associated with mortality. 3 Thus, healthcare professionals and providers should take a holistic and integrated care approach to screen and treat depressive symptoms as part of a robust care package.
This letter comments on the article by Nakamura et al.
